for the most part agrees with Whitteridge in emphasizing observation and experiment, but instead of the influence of the hypothetico-deductive method he considers the 'traditional way of the anatomists', mentioned by Harvey in his Second Disquisition to Riolan, as the basis of Harvey's methods. McMullen considers that Harvey's 'world view' is that of a purposeful universe and that in his work he sought the mysteries of God's design. This may well be true, but I doubt whether it provides the main motivation in Harvey's scientific work. Though there is evidence in Harvey's writings that he is concerned with purpose there is also criticism of those who demand statements about final causes, especially in the Second Disquisition to Riolan. McMullen's book is certainly most interesting, but in comparing his conclusions on the aims and methods of Harvey with those of Andrew Wear I find the latter more convincing. McMullen also introduces the ideas of Thomas Kuhn into the discussion on the Scientific Revolution. Although he shares the notion of anomalies he is on the whole unable to accept Kuhn's main explanation of scientific change. In his Preface he states that an implication of modern physics is that we live in a purposeful universe. This claim has often been made but frequently challengedmost effectively in an essay by the philosopher Ernest Nagel (Teleology Revisited and Other Essays in the Philosophy of Science, Columbia University Press, 1979 The pituitary gland is often described as the conductor of the endocrine orchestra, because of its fundamental importance in regulation of other important endocrine glands. When pituitary insufficiency develops (the most common reason being a pituitary tumour or its treatment) patients are treated by replacement of thyroxine, cortisol and gonadal steroids; if there is a defect in the supply of antidiuretic hormone this is also replaced, usually with the synthetic analogue desmopressin rather than arginine vasopressin itself. Until about twenty years ago, vasopressin substitution was the only form of treatment for pituitary insufficiency in which the pituitary hormone itself was given rather than its downstream metabolic product. The first attempts to administer anterior pituitary hormones as therapeutic agents came with the realization that gonadotropin-releasing hormone (GnRH) is secreted in pulsatile fashion, with pulses occurring about every ninety minutes. A triumph of applied endocrine physiology was the demonstration that pulsatile administration of GnRH to a woman with hypothalamic infertility can generate normal activity in the ovary and, indeed, allow the woman to become pregnant.
The Cinderella in all of this has, until recently, been somatotropin or growth hormone (GH); most endocrinologists assumed that growth in childhood and adolescence was the sole and entire role of GH and that there was no need to consider GH replacement in adults with pituitary insufficiency. However, healthy normal adults continue to secrete GH and do so in pulsatile fashion at night. Nature is nothing if not economical, so why do somatotropes in the pituitary continue to function in adults? Why do they not simply atrophy when their job is done, rather like the thymus? The answer began to emerge from anecdotes and then from investigations indicating that adults with hypopituitarism and GH deficiency tend to be less well than we might expect, even if all other missing hormones have been replaced: GH-deficient adults complain of fatigue, low exercise capacity and impaired wellbeing as well as having subnormal cardiac performance, bone mineral density and lean body mass and a higher than normal fat mass. There are now several reports showing objectively that these abnormalities can be reversed by GH treatment and many patients feel better when their GH deficiency is recognized and treated. Doubts exist, however, in relation to the long-term effects of GH therapy particularly in view of the harm done by long-term GH excess in acromegaly. There are also important questions to be answered about the interactions between GH and other replacement hormones (especially gonadal steroids), about dosage regimens and about cost.
The Diagnosis and Treatment of Pituitary Insufficiency
reports the proceedings of a conference held last year in which some of these matters were discussed. The contributors are all well-established endocrinologists, each with a solid reputation in his or her chosen field. Most are from the UK or Continental Europe, with a smaller number from the USA. The book begins with an overview of pituitary insufficiency in general and this chapter also highlights the difficulty of defining GH deficiency in adults.
Most of the subsequent chapters address the physiology of individual hormonal systems in turn (adrenals, thyroid, gonads, and so on) and describe the assessment and treatment of hormonal insufficiency affecting those systems particularly, of course, when system failure is due to pituitary or hypothalamic disease. These chapters, though not exhaustive, are generally of a high standard and are easy to read. Perhaps one minor quibble might be that in the chapter on corticotropin (ACTH) deficiency, Chrousos describes a form of the long ACTH test which is not, to my knowledge, ever used in the UK and which relies on urinary steroid measurements; most endocrinologists would regard this as outdated.
On GH deficiency itself, the point is made that GH is an important metabolic regulator not just because it leads to production of insulin-like growth factor I (IGF-I) but also because of important interactions with other systems. Lamberts' group describes the clinical features and diagnosis of adult GH deficiency, though we are not told much about treatment chiefly, I suspect, because there are too few data for detailed advice.
This book will be of interest to all clinical endocrinologists and to junior doctors training in endocrinology. It makes clear that there is much that we still do not know about this small but vital gland and I look forward to a similar volume reviewing progress in ten years' time.
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